empirical biopsies of the contralateral breast. When lobular carcinoma does invade, the prognosis is very poor indeed (McDivitt 1972) .
I have shown that 3 % of women with breast cancer coming to autopsy at the Western Infirmary, Glasgow, have tumour in the contralateral breast (Sandison 1962) . I believe that in most cases this is secondary and spreads from the original cancer across the chest wall. Symmers (1966) suggests that up to 5% of women with breast cancer may develop a second primary tumour on the contralateral side, but I feel that this estimate may be too high. Willis (1967) believes that both breasts should be amputated if a patient has bilateral cystic disease with proven carcinoma in one breast.
There seems little doubt that when the first breast is affected the cancer may sometimes be multicentric in origin. It is, however, very rare for simultaneous clinically carcinomatous masses to be present in both breasts or even for two clinically obvious lumps in one breast to be independent cancers. That it may happen, however, is shown by a case where triple independent cancers of histologically different types occurred in one patient: one of these was in the left and two in the right breast (More & Sandison 1973 The medical literature is by no means overburdened with information on the psychological consequences of mastectomy. Follow-up reports are, of course, concerned primarily with survival rates, but it is disappointing to find that -apart from references to local postoperative complications -these reports contain no systematic data about the quality of life of the survivors. Not all cancer workers regret this hiatus in knowledge; some, indeed, welcome it. One surgeon, for instance, describes the breast as 'a superficial, easily disposable utilitarian appendage', and actually warns against any study of the reactions of patients to breast amputation; instead, he advocates 'the adoption of a casual attitude by the doctor before operation and throughout follow-up examinations' as a means of avoiding psychological trauma (Watson 1966) . Blocking one's ears, however, will not prevent the patient's distress; it will merely prevent the doctor from hearing her. Fortunately, more perceptive clinicians have recognized the important emotional implications of breast amputation for many women (Edelstyn 1969) , and this -together with other considerations -has prompted the search for equally efficacious but less mutilating treatment procedures in early breast cancer (Crile & Hoerr 1971 , Wise et al. 1971 . Yet (Wise et al. 1971 (Eysenck & Eysenck 1964 ) of extraversion and neuroticism. Delayers tended to be older and were less likely than non-delayers to be in Social Classes I and II, but these differences did not reach statistical significance. A significantly higher proportion of delayers (34%) than non-delayers (15%) were more than six years post-menopausal (Z=2.94, P<0.005). In the calculations which follow, the variables which distinguished significantly between delayers and non-delayers were all unrelated to menopausal status.
Upon first discovering the lump or other breast symptom, patients who delayed were significantly more likely than non-delayers to regard this symptom as 'definitely not serious' (Table 3) . This may seem, at first sight, to contradict the earlier finding that ignorance played only a small part in causing delay. The apparent contradiction becomes explicable, however, when we examine the usual reactions of patients to life crises: 62 % of delayers compared with only 24% of nondelayers were found to be habitual deniers, a difference which was highly significant (Table 4 ).
The fact that the majority of delayers initially regarded their breast lumps as 'definitely not serious', therefore, appears to be due not to ignorance but to the tendency for most delayers to defend themselves against stressful events by means of denial. This proposition is supported by another finding, namely that delayers were significantly more likely than non-delayers to present to their doctors indirectly -i.e. not with breast symptoms (Table 5 ). Various ingenious ways of obtaining a medical examination of the breasts without mentioning any symptoms referable to the breast were discovered, e.g. presenting with gynecological and other symptoms, or bringing the children for examination and mentioning the breast lump only if the doctor specifically asks the patient about her health.
Medical Delay
Delay also occurred during the interval between the first medical attendance and operation (Table 6 ).
An interval of 5 weeks or more was regarded as constituting delay. The sources of such delay were categorized under three headings: patient, general practitioner, or hospital. A surgical colleague kindly rated the sources of delay independently Table 6 Interval between first medical attendance and operation
Interval ( (10%) 9(6%) 160 and without knowledge of the diagnosis. In three instances where we disagreed, his verdict was accepted. The results are shown in Table 7 . Medical delay, i.e. delay due entirely to the general practitioner or hospital, had occurred in as many as 19% of cancer patients and 24% of patients with benign lumps. Where the source of the medical delay was the general practitioner, it was usually due to a mistaken diagnosis; the patients were either reassured and sent home or given antibiotics. Hospital delay, on the other hand, was usually caused by administrative errors or unduly long waiting lists for admission; diagnostic errors, though not unknown, were rare. & Hinton (1968) , we found that women whose breast lumps were subsequently shown to be malignant delayed medical consultation far longer than those with benign lumps. By comparison with non-delayers, the patients who delayed seeking medical help were more likely to be post-menopausal, to regard their breast lumps as 'definitely not serious', to be deniers in the face of life crises, and to present to the doctor indirectly with symptoms other than breast symptoms.
Ignorance was rarely a cause of delay. Far more commonly, the main contributory factors appeared to be fear of cancer together with a fatalistic attitude towards outcome, or fear of losing the breast. The possibilities of either more limited surgery, or, alternatively, reconstructive surgery at some stage, deserve serious consideration. In order to counteract the extreme fear of cancer and fatalism about outcome which so often lead to delay, it will be necessary-as Aitken-Swan & Paterson (1955) and Easson (1970) have pointed out -to alter the prevailing climate of opinion about cancer by abandoning the policy of medical silence in favour of frank discussion with patients and their husbands (apart, of course, from individual exceptions based on clinical judgment). Finally, it was discovered that diagnostic errors and deficiencies in administrative channels of communication also contributed to delay. It should not be beyond the wit of man to raise the standards of medical education to the point where women with painless, persisting breast lumps are no longer treated with reassurance or antibiotics but referred at once to the surgeon. Furthermore, a foolproof system must be devised to ensure that these patients are then admitted to hospital rapidly for diagnosis and treatment. It has become increasingly fashionable in Britain to condemn outright the traditional radical mastectomy which for some seventy years was the generally accepted treatment for carcinoma of the breast. Its use has been replaced to a large extent by simple mastectomy, with or without postoperative irradiation. Many centres throughout Britain, and some from abroad, have joined the King's College Hospital/Cambridge Trial in an admirable and completely justifiable attempt to assess the effect of radiotherapy on possibly involved axillary and internal mammary nodes in patients with Stage 1 or Stage 2 cancer of the breast, treated by simple mastectomy. The number of patients entered into this trial is by now probably sufficient to satisfy statisticians but it is as yet too early for any significant conclusions to be drawn. However, at least one fact does seem to have emerged, namely that we do not really know what we mean when we talk about an 'early carcinoma'.
In defence of the orthodox radical mastectomy, it is appropriate to say at this time that, in terms of overall long-term survival, no form of surgery has given us better results for 'early carcinoma'. Its performance requires real surgical skill, but when it is carried out with the necessary expertise and with careful attention to detail, mortality is negligible and morbidity minimal. Some patients are comforted by the thought that 'it has all been removed'; improved prostheses now available help patients to overcome the loss of the breast.
There is very little to recommend the so-called simple mastectomy. Because of the mistaken impression that it is a simple operation, it is often delegated to junior surgeons. Under these circumstances the main objective, which is to
